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What we believe in A ries 
What we want to achieve oneal 
people, 
Kariyamaditta, 
Sri Lanka 


Almost every society attaches stigma to mental illness. It is this 
exclusion that makes it difficult for mentally ill people to play a full part 
in the development of their community. 


Extreme poverty exacerbates mental illness. It is this impoverish- 


ment that makes it difficult for people to manage their illness. 


Ou ( VISION is that the basic needs of all mentally ill people 
throughout the world are met, and their basic rights are respected. 


Our work is based on the philosophy of building inclusive communities, 
where mentally ill people - through development - realize their own 


rights. 


BasicNeeds addresses both people’s illness and their poverty to enable 
the achievement of a sustainable recovery. 


Our MISSION is to initiate programmes in developing coun- 
tries, which actively involve mentally ill people and their carers, and 
enable them to satisfy their basic needs and exercise their basic rights. 
In so doing, we stimulate supporting activities by other organizations, 


and influence public opinion. 


Basic Needs, Basic Rights 
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Message from the Chair of Trustees 


he past year has been exciting and challenging as we watched the 

work of BasicNeeds grow and develop into Africa and Sri Lanka. We 
are enormously grateful for the grants from charities, government fund- 
ing, and individual supporters who have made this expansion possible. 
The need for the work done by BasicNeeds is so apparent, but has been 
under represented in the field of development where the provision of 
mental health services has often been so scarce as to be negligible. 


Coileagues in Ghana, India and Sri Lanka have come across outstanding 
individuals who have recognized this gap, and in their own way tried to 
meet the needs of the mentally ill with little support. The arrival of 
BasicNeeds has thus raised expectations; but it has also enabled the link- 
ing of practice at grassroots level with policy makers. Our Community 
Mental Health Programmes in Ghana and Sri Lanka, where BasicNeeds 
and the respective governments will work together, are both good ex- 
amples of the combining of practice and policy. 


Finally, we need to remember the individuals whose lives can be trans- 
formed by the arrival of BasicNeeds staff and associates. In the relatively 
short time the charity has been in existence, much has been achieved, 
and many lives changed. The Strategic Plan (2003 - 2007) is ambitious, 
but has every chance of success, thanks to the vision of the Founding 
Director, Chris Underhill, and the commitment of all who work with the 
charity both directly and indirectly. 


Amelia Fitzalan Howard 


D.M.NAIDU 


Message from the Chairperson, BasicNeeds India Trust 


ooking back at the achievements of the year 2002, one realizes 
that it could not have been more satisfactory to the BasicNeeds family 
as a whole. 


The model of BasicNeeds work with mentally ill persons received over- 
whelming appreciation and acceptance. In the implementation of our model, 
in different countries, we discern flexibi lity, creativity and local relevance. 
We have made important advances in our own human resource develop- 
ment as well as that of our partners. 


The response to the field programmes reinforced the faith in the vision 


and mission of BasicNeeds. The year has been significant both in terms of 
growth and support from donors not only with funds but also encourage- 
ment and understanding for what we are trying to achieve. 


The Indian operation moved further with the forming of partnerships with 
well-established development agencies to enable the inclusion of a mental 
health component in their work with communities. BasicNeeds India also 
initiated experimental partnerships with urban NGOs. These partnerships 
will no doubt greatly increase our learning - and our Capacity to influence. 


A highlight of the year 2002 has been the preparation and approval of the 
Strategic Plan for the years 2003-2007. The process of preparation, with 
participation and contribution from members from different countries, 
has been unique. We have greater hope that we would be able to meet the 


challenges ahead. 


Valli Seshan 


Established by Cnris 
Underhill with funding 
from WIN (World in 
Need) and the Joel 
Joffe Charitable Trust 
in November 1999, 
BasicNeeds works in 
partnership with a 
wide variety of com- 
munity-based organi- 
zations promoting a 
model of community 
mental health and 
development devised 
by Chris. The model, 
tested and developed 
by D.M. Naidu in India, 
is analysed by Nicholas 
Colloff in this review. 


Most of the 
programmes within 
the organization are 
managed by 
BasicNeeds registered 
in the UK whilst the 
BasicNeeds India Trust 
manages the work in 
India. The Chairs of 
both Trusts have 
contributed to this 
review. The whole 
works as one family of 
programmes through a 
memorandum of 
understanding signed 
between the two 
trusteeships. The 
organization is man- 
aged “flat” with only a 
very small staff in the 
UK. The “headquar- 
ters” functions of 
quality assurance and 
policy management 
work are run from Sri 
Lanka and India re- 
spectively. 
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"We can help our families too...”: project participants, Angunukolapelessa, Sri Lanka 


A New 
Initiative 


Chris Underhill 
Founding Director 


AHMED ABUKARI (CLIFF) 


a lanes scale of the global challenge posed by mental illness has 
become increasingly clear in recent years'. Mental illness now ac- 
counts for about 12.3% of the global burden of disease’, and this will rise 
to 15% by the year 2020? by which time “depression will disable more 
people than AIDS, heart disease, traffic accidents and wars combined’. 
The impact of mental ill health on the lives of huge numbers of individu- 
als, their families, and communities - not least in economic terms - is 
phenomenal. While this enormous health burden is increasingly being 
recognized, so too is the inadequacy of our global response to it. 


In most countries, mental illness is simply not taken seriously. Forty per 


cent of countries have no mental health policies and 25% have no legis- 


lation in the field of mental health. As one might expect, services also — 


show huge international variations: one third of the world’s people (33 
countries with a combined population of two billion) live in nations that 
invest less than 1% of their total health budget in mental health>. In 
general, lower income countries invest proportionately less in mental 
health, and this is especially the case in Africa and South Asia where we 
work at present. Community care facilities have yet to be developed in 
about half of the countries in the African and South Asia Regions. The 
availability of mental health professionals in large areas of the world is 
extremely poor. More than 680 million people, the majority of whom 
are in Africa and South Asia, have access to less than one psychiatrist 
per million population. 


BasicNeeds confirms this research through its growing programme ex- 
perience; notably the tremendous limitations in trained personnel and 
facilities. In Northern Ghana, Lance Montia, Programme Manager, noted 
in a baseline study that there were 9 retired and 6 practising psychia- 
trists in Ghana - none of whom were in the BasicNeeds programme 
area. Our Representative in East Africa, Mary Ann Coates, reports that 


Consulting carers: 
Awulatu recording 
the needs of 
carers, Gusheigu, 
northern Ghana 
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Treatment beyond 


reach: 

father of Fatima 
talks about her 
needs while 
shelling maize, 
Tamale, northern 
Ghana 
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Tanzania spends 4.8% of its GDP on health but notes that the percent- 
age allocated to mental health is undeclared®. There are currently only 
11 qualified psychiatrists practising in Tanzania. 


A very striking aspect of global mental health is the extent to which the 
State is often the only player in the institutional landscape. Even in 
countries like India where the voluntary sector has a proud and plentiful 
tradition, with a few notable exceptions such as the BasicNeeds India 
Trust, the presence of non-governmental organizations (NGO’s) work- 
ing in the field of mental health is really quite extraordinarily slight. 
Significantly, in talking to mentally ill people in our current programmes, 
we have found that they were almost never part of community-based 
rehabilitation schemes, development programmes, or income genera- 
tion projects’. 


In meeting these challenges BasicNeeds believes that mentally ill people 
have rights, are entitled to dignity and respect, and should be valued, 
just like everyone else. Our focus is on inclusion and a process of recov- 
ery through active participation in development. Extreme poverty makes 
it much harder for individuals to manage their own illness and recovery. 
In this context we have observed that a renewed contribution to family 
income can be the first step to inclusion. Thus we believe in the right of 
mentally ill people to take their place in the development process and in 
the fight against poverty. It follows that integrated development 
programmes, which incorporate forms of income and employment, can 


go a long way to alleviate the difficulties faced by a poor mentally ill 
person. 


For some time now there has been a discourse that involves the pre- 
ferring of a social model to a medical model in the field of mental 
health. We feel this is insufficient as a policy construct in the complex 
world of the very poor mentally ill person. BasicNeeds proposes a mental 


D.M.NAIDU 


health and development model that acknowledges the right of men- 
tally ill people to be consulted, and weaves together concepts of inclu- 
sion, treatment, human rights and development practice, delivered in 
partnership with a large variety of organizations. In line with our mis- 
sion, this work generally takes the form of programmes developed on 
the ground, serving as a demonstration of what is possible and provid- 
ing for others to replicate where appropriate. The model will be deliv- 
ered in 12 countries through 34 programmes over the life of our Strate- 
gic Plan®. 


In putting our work into practice we seek change against five criteria: 


1 Impact on the lives of poor mentally ill women, men, 
children and their families; 

2 In policies, practices, ideas and beliefs; 

3 In gender balance and equity; 

4 Involvement of mentally ill people and their family 


members in the “project/programme” activity; 
5 Sustainability of change. 


If we seek sustainable changes they must inevitably relate to the reduc- 
tion of stigma - thus alleviating considerable suffering - and the involve- 
ment of mentally ill people in the mainstream of life buoyed by a 
movement advocating a shift in policy and practice. The end and the 
means are important here since quite modest changes in health policy 
will help more mentally ill people to have better access to affordable 
treatment. This in turn will make it much more possible for mentally ill 
people to participate fully in many of life’s daily activities, the most 
Significant of which, to a poor family, will be involvement in meaningful 
work. The return of an income stream is like an act of regeneration - 
attitudes soften, and the potential for long-term change becomes a 


real possibility. 


Building 
confidence: 

Valli Seshan makes 
a family visit, 
Andhra Pradesh, 
India 


8 Strategic Plan, 2003 to 
2007, available from 
BasicNeeds on request. 


Motivating 
response: 
Vandana Bedi, 
Naidu and Chris 
at an Animation 
Training 
workshop in the 
BasicNeeds 
office, 
Bangalore, India 


The model is intended to serve a large number of people. We have been 
busy building a programme base and will need to continue to do this for 
some time to come. This is to give BasicNeeds the financial resources and 
the credibility we need to promote community models at all levels. 
BasicNeeds’ main programmes are currently in India (North and South), 
Sri Lanka, and Ghana. Tanzania is due to come on stream in late 2003. 
Work in Uganda, Kenya and Bangladesh is being actively studied. 


Looking ahead to 2003 from the programme base established this year 
we intend to work in: 


® India with 3490 mentally ill people and approximately 3450 families 
making a total of 20,700 people. We have divided the programme into 
seven projects working with twelve operational partners and a substan- 
tial number of resource partners of whom good examples are the Na- 
tional Institute of Mental Health and Neuro Sciences (NIMHANS) and the 
Ranchi Institute of Neuro Psychiatry and Allied Sciences (RINPAS). The 
BasicNeeds India Trust is Chaired by Valli Seshan and led by D.M. Naidu. 


@ Sri Lanka, where we have sought significant partnerships with the 
Government and two NGO partners. We want to reach 1000 mentally ill 
people and about 150 families; the total number of people therefore 
being around 3000. The Programme is divided into 12 projects with 3 
implementation partners and 7 resource partners providing support 
and help. The programme is led by Chintha Munasinghe. 


®@ Ghana, where work began in the Northern Region in April 2002, the 
Programme Manager anticipates working with 560 people suffering 
from mental illness, and 2,800 family members and carers. It is clear 
that both regional and national government will be key partners and 
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we intend working with four operational partners and eleven resource 
partners. The programme is led by Lance Montia. 


@ Tanzania, where we are planning to work in Mtwara Region (near the 
Mozambique border) in close collaboration with the health structures 
of the Regional Authorities and with the Ministry of Health, Dar-Es- 
Salaam. The work is being led by Mary Ann Coates. 


Having worked hard to build capacity internationally, the number of 
mentally ill people we will work with in 2003 is 5,050. In totality we 
will work with approximately 27,000 family members. The number will 
rise year on year as we develop further capacity within programmes 
and within countries. The “lion’s share” is in India, managed by the 
BasicNeeds India Trust - perhaps not surprisingly since we have been 
operational in the country a little longer, and the scope of the 


programme there is very large. 


Partners are willing to work with us in some force and in the absence 
of other convincing community models it seems that our model ap- 
peals across national boundaries too. Very popular with mentally ill 
people is the consultation meeting that lies at the heart of the model 
for mental health and development. On many occasions mentally ill 
people find that they have addressed their own community, at a meeting 
held for the purpose, for the first time in their lives. Equally, carers 
often express, again for the first time, the practical difficulties of 


long-term support for a mentally ill person. 


Recovery is often not only in the community but in fact of the com- 
munity as its members come to terms with the neglect that mentally 
ill people and their families face and then, in turn, work hard to turn 
the situation around. This is truth and reconciliation in practice. (For 
example, with partner support and discussions within the community 


Evolving solutions: 
problem-solving 
exercise at health 
workers’ consulta- 
tion meeting, 
Mtwara, Tanzania 


Views and 
reviews: 

Naidu meets with 
partners, 
Bangalore, India 


and with the village constable, M has been released from the iron manacles 
his family had affixed to him.) We have learnt that ours is a rights based 
task and that almost always at the level of the community it is only the 
community (once empowered) that can regulate the wrongs - both physi- 
cal and mental - going on within it. 


At the same time the importance of proper medical support for mentally 
ill people has been, time after time, underlined in our work. Our 
programmes benefit enormously from the contribution of the psychiatric 
and mental health professions, where normal patient/doctor privacy ap- 
plies as required, thus making our programmes a rich mix of community 
action and care leading to stabilization and recovery. 


At one level, of course, we have learnt that indeed our organization is 
needed. Since there are so few organizations in the field of mental health 
and development we are almost without doubt going to be a “benchmark 
organization”. In other words, as other programmes and organizations 
come into being to meet the demands described at the beginning of this 
piece, they are almost inevitably going to benchmark against our output. 
This does not change anything for BasicNeeds but it does place a respon- 


sibility on us to communicate our successes and failures - and everything 
in between. 


We are in the process of developing a Policy and Research Programme to 
draw from the evidence of our field experience. It will go along with our 
learning, not ahead of it, so that we can truly understand the texture of 
the voices of mentally ill people represented within it. The skill will sup- 
port the field level to produce excellent representation, to move ina 
number of policy levels, but to not get lost in the miasma of conferences 


a policy-speak. Our new Policy and Research Programme is led by Shoba 
aja. 


We look forward to laying emphasis on the development of a platform 
of work consisting of rural, urban, hospital, and research programmes. 
We consider work with carers and children, on an equitable right to 
treatment, and the development of our livelihoods and policy work, as a 
necessary singling out of themes that require our particular attention. 


Looking beyond the horizon, perhaps ten years on, what can we hope 
for? We will hold our own financially, have presence in the world, anda 
point of view worth listening to since it will have been based on a unique 
experience. We will have contributed significantly to the organizational 
landscape with interesting and diverse ways of supporting mentally ill 
people through the process of their recovery. At the end of our Strate- 
gic Plan (2007) we will have grown the organization to a turnover of 
approximately £3.5 million. Whatever the size of our institutional wal- 
let, however, it would be the richness of our programmes, the diversity 
of our family structure, and the vibrancy of our ideas that will most 
attract people to us. For, in the end, BasicNeeds is an idea that kindles 


the imagination. 


Learn more about BasicNeeds 
Visit our website: 


www. basicneeds.org.uk 


Getting to know 
each other: 

Chris Underhill, 
Founding Director 
and Sheela ji 
from NBJK 
visiting a family 
in Hazaribagh, 
Jharkhand, India 


“A listening 
landscape” 


A Model for Mental Health and 
Development 


Nicholas Colloff 


CHRIS UNDERHILL 


A the time BasicNeeds was conceptualized, | was the director 
of World in Need, responsible for Providing (together with the Joel 
Joffe Charitable Trust) the key core funding that made the project a 
reality. 


In that first conversation with Chris Underhill, BasicNeeds’ founder and 
director, it was both my experience of development issues and of men- 
tal health that helped me see the substance of what he was describing. 
Chris saw the magnitude of the challenge of mental illness - particularly 
in the developing world - and recognized the real connection between 
mental illness and poverty. He wanted to find ways to improve access to 
mental health services for the poor; to include mentally ill people in 
development processes; to reduce the poverty that hinders their recov- 
ery and re-integration into the community. 


For me the passion for the cause and the idea of starting an organiza- 
tion that would seek to make a difference in this neglected field was 
more personal: my own, mercifully brief, experience of mental illness, 
and witnessing people’s negative and excluding reactions to it. 


BasicNeeds’ work begins with the fundamental recognition that people 
suffering from mental illness are being subjected to the additional pain 
of social stigma and discrimination. Trapped by poverty and without 
access to treatment, suitable employment, or any kind of support for 
themselves and their families, mentally ill people often lead very lonely 
lives indeed: | 
"| don’t like to talk about these things in public. People laugh. 
They say | am mad. People in this village are like that . = / 
first felt something happening to my mind when ! was expecting 
my first child. . . Yet | decided to have a second child because | 


didn’t want my daughter to be lonely.” . 
S, Angunakolapelessa, Sri Lanka 


Doing the 
sroundwork: 
group work at a 
consultation 
meeting, 
Jharkand, 
northern India 
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Assessing needs: 
group work at a 
consultation 
meeting, 
Jharkhand, 
northern India 


Poverty exacerbates illness. That you are more likely to suffer from 
mental health if you are poor is evident. Your recovery from illness is 
impeded by being poor not only because of the stress it imposes but also 
because being poor distances you from access to help and support. The 
mental health clinic in the nearest city is too far - if you have no money 
for transport, and useless - if you cannot afford the medicines that it 
might prescribe. 


Poverty exacerbates exclusion - even within your own family. In a 
family struggling with poverty, every contribution, however meagre, to 
family income is valued, but every additional strain brings it close to 
fracture. Mentally ill persons unable to work either because of their 
illness or because of the stigma attached to the illness, are immensely 
vulnerable to being devalued, marginalized, and, in the worst case sce- 
nario, abused or abandoned. 


It has been crucial for us at BasicNeeds to see being marginal as a 
consequence, not only of people’s illness, but also of their poverty. The 
two factors work together to isolate; yet they can be addressed to- 
gether in ways that mutually reinforce inclusion and well-being. 


The size of the problem 


One in four of us will go through the misery of mental illness sometime 


in our lives. It is estimated that at any given time 450 million people 
worldwide are mentally ill. 


By 2020 mental illness will be the second largest non-communicable 
disease in the world. Depression is the most common illness, affecting 
121 million people worldwide, with fewer than 25% of them having 
access to effective treatment. More than 40% of countries have no 
mental health policy. Over 30% have no mental health programme. 


Mental health is by no means a Marginal problem - though it often con- 
tinues to be treated as such. It is central to the well-being of individu- 
als, societies and countries, and must be universally regarded in a new 
light. 


This means inclusion 


Fear, mistrust and misunderstanding within communities have prevented 
the mentally ill from speaking up about their problems. When BasicNeeds 
started talking to mentally ill people they were amazed that we were 
there to listen; many told us that they had never before been asked for 
their opinions. Listening is essential. Inviting mentally ill people and their 
carers to speak, challenges preconceptions and misconceptions. It has 
had an empowering impact and is the basic building block of all that 
BasicNeeds does - and will continue to do. 


We have found out how important it is, when starting a new programme, 
to move quickly to the stage when such consultation becomes possible. 
Inviting partners to be part of this consultation process Is a powerful 
way of making the case for the inclusion of the mentally ill in develop- 
ment interventions and the extension of mental health services to ne- 


glected areas. 


Thus, when we started work in Ghana in April 2002, we held seven one- 
day consultations with mentally ill people and their carers; and by the 
year’s end, a total of 394 mentally ill people and 355 carers or other 
family members had been consulted. All the meetings have been “pro- 
cess documented” so we have a record from which to develop opera- 


tional and strategic policies. 


As consultation develops and as mentally ill people become more em- 
powered, their needs are apt to change. Expectations will expand and 


mentally ill 
people and 
their families 
at a consulta- 
tion meeting, 
Gusheigu, 
northern 
Ghana 


Meeting the 
challenge: 
looking for 
solutions to 
problems at 
consultation 
workshop, 
Kariyamaditta 
School, Sri Lanka 


a greater willingness to articulate and demand their rights - including 
active participation in the running of programmes - will develop. Thus 
the way BasicNeeds works is open and flexible to respond to and accept 
these changes as they arise. It is a model of a reality that is ever 
changing. We need to maintain, in the words of Emily Dickinson, ‘a 
listening landscape’ - at the heart of which is the mentally ill person. 


So what’s the model? 


Mental health services in developing countries - where they exist at all - 
tend to focus on diagnosis and the provision of treatment. Crucial as 
this is, there are few examples of programmes that take a holistic 
approach - considering mental illness within the context of family and 
community. BasicNeeds works with existing organizations - extending 
their focus to include mental health in a community based setting. We 
call this work approach the Mental Health and Development model. 


Beginning with capacity building 


We aim to build the capacity of partner organizations, and the mentally 
ill and their families, to be better involved in the development process. 
We have recognized from the very beginning the importance of devel- 
oping real partnerships with organizations through which such capacity 
can be built. Utilizing existing infrastructure, whether in the voluntary 
or public sectors, has the advantage of being cost efficient. 


Capacity building of our partners is central to the extension of our ideas 
and the replication of our work. We support our community based part- 
ner organizations by equipping them to work with the mentally ill. In 
turn many mentally ill people and their carers (often family members) 


form mutual support groups where innovative approaches to care are 
adopted. 


CHRIS UNDERHILL 


In South India where we piloted our first work with three NGOs, we 
were able to build relationships between NGOs and ourselves and be- 
tween the NGOs themselves. Here, a coalition of organizations able and 
willing to help mentally ill people and their care-givers has recently been 
formed. 


There is also a growing recognition of the need to work with wider 
community groups and local government bodies. We saw how Gulappa, 
a mentally ill person, was elected to a new committee by his fellow 
villagers to represent the disabled in his community. The committee at 
Panchayati Raj level (the most local form of government in rural India) 
was designed to help “community development through working with 
the most marginalized people in the villages” that the Panchayati cov- 
ers. It was formed through a democratic process facilitated by the 
Narendra Foundation, our local partner, and may act as a model for 
increasing marginalized people’s direct participation in local govern- 
ment. 


| met Gulappa at the first meeting where the idea of a genuinely par- 
ticipative committee was mooted. He was incredibly impressive, help- 
ing to steer the politicians present to the inevitability of agreeing to 
such a group and committing themselves publicly to its open and trans- 
parent functioning. This was from a man who only a few months earlier 
had been seen as a disturbing presence because of his illness. Today his 
condition has stabilized sufficiently for him to take up once more his 
previous occupation - breeding rams - witha loan from Narendra Foun: 
dation. This has enabled him to make his first contribution to the family’s 


income in several years. 


The widening circle of capacity building brings the challenge of main- 
taining the quality of our interventions and of extending our under 


Recommending 
action: 
presentation of 
the outcome of 
group work ina 
consultation 
meeting. 
Karnataka, 
southern India 
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Access to 
treatment: 
people at mental 
health camp held 
in their locality, 
Karnataka, 
southern India 


standing of how organizations work. We are also learning how to 
strategically influence organizations in a wide range of contexts and 
settings. 


Building capacity gives access to care 


We have learnt from our consultations that the primary need of the 
mentally ill is access to mental health care in their communities. Facili- 
tating this has meant building close partnerships with providers of men- 
tal health services and together working out the most effective ap- 
proach to extend their ability to provide care within the communities. 
The simplest way of effectively delivering improvements has been through 
regularly held field clinics where a professional provider of care commits 
to providing mental health services. 


This ability to work closely with mental health care professionals and 
expand the range of their work has both enhanced their development - 
introducing them to new models of care delivery - and increased our 
credibility with the mentally ill and their carers. 


We have demonstrated a high level of success in stabilizing people’s 
conditions in their community environments; but success also requires 
us to carefully consider those whose illness continues to lie outside stabi- 
lization. We must look at ways to improve the environments in which 
they live - whether at home, in hospital or on the streets. 


Stabilization leads to sustainable livelihoods 


If the first theme of our consultations is access to health care, the 


second is renewed access to work and an income. One follows from the 
other. 


The stabilization that can be achieved through bringing people, often 
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for the first time, to medical treatment, along with support from both 
family and workers from our partner organizations, enables people once 
more to re-enter productive employment. Meaningful work that makes 
a visible contribution to a person and the family’s well-being reduces 
the impact of poverty, promotes stabilization and recovery, and trans- 
forms the way a mentally ill person is seen both within and outside the 
family - reducing prejudice and isolation. 


The BasicNeeds programme identifies the capabilities of individuals and 
helps them to return to their former employment or supports them to 
seek micro enterprise opportunities. In India, for example, of the first 
cohort of 394 mentally ill people identified by our 3 primary partners in 
South India, 218 (55%) are now engaged in productive work and of 
those, 141 (64%) have gone back to their previous employment (figures 
for the period 2001 - 2002). 


In India, Sri Lanka, and Ghana, programmes are being developed to 
provide horticultural therapy to support the stabilization process of men- 
tally ill people and provide them with a marketable skill so they can 
secure productive employment. In Sri Lanka, this programme is de- 
signed to work closely with a mental hospital that has over time accu- 
mulated numbers of patients who are effectively healthy but who have 
through a process of institutionalization been unable to leave and be re- 


integrated into their communities. 


Returning to one’s previous employment is a movement that’s impor- 
tant - often transforming. Yet, there is a continuing need to recognize 
that, in many contexts, it is a return only toa reduced poverty - not a 
movement from poverty to relative prosperity. As we believe poverty to 
be a context in which mental illness flourishes, we must continue to 
work, as part of a broader approach, to poverty’s elimination. This 
highlights the need for research that can be turned into policy. 


Os8ou, 


=a a 


ot ee a 


Taking the wheel: 
weaving to 
support the family 
economy, 
Karnataka, 
southern India 
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Points of view: 


Awulatu 
animating 
mentally ill 
people to 
present their 
perspectives, 
Tamale, 
northern 
Ghana 


Information leads to better understanding and advocacy 
for new policies 


The fourth component of the model is to research the situation of 
mentally ill people in the community, so as to tackle the lack of aware- 
ness of mental health issues within the wider community and institu- 
tions, including government. 


We are enabling mentally ill people to develop their own perceptions 
about their situation and needs, and to articulate these coherently. We 
are also generating new information, insights and learning that is rooted 
in the realities confronting the mentally ill and carrying the authenticity 
of their ‘voices’. Underlying all our work has been the careful collection 
of “life stories” that encourage mentally ill people and their families to 
trace the evolution of their experience. This is central to the research 
process. It is this rich harvest of ‘evidence’ that is at the core of our 
Research, Policy and Advocacy programme. 


Gathering this research evidence - whether case history, programme 
monitoring report, or participatory evaluation - implies certain key re- 
sponsibilities: 
@ Supporting mentally ill people to understand their own 
Situation better 
e Enabling development through practical project work based on 
properly managed inquiry 
e Evaluating and keeping track of practical work 
@ Framing a discourse for an external audience 


@ Producing a body of knowledge which is systematic and 
accessible 


Our research is used to better inform our own work and to use its 
outcomes to help design policy recommendations for the introduction 


AHMED ABUKARI (CLIFF) 


of community mental health and development programmes within the 
frameworks of government policy and health provision. These policy 
recommendations, whilst grounded in evidence provided by our research, 
must be effectively advocated. 


We already possess compelling evidence of the reality of the lives of the 
mentally ill and the ability of our model to effect real and sustainable 
change. The gathering, scrutiny and use of this evidence will be ongo- 
ing. 


In Ghana, for example, the media is used to give wide coverage to the 
voices of mentally ill people and the issues facing them - helping create 
a climate which engenders change. Another approach used by Ghana 
has been the inclusion of the Mental Health Services of Ghana in the 
development of our programme. This has resulted in the Ghanaian gov- 
ernment inviting BasicNeeds to help prepare a plan for a community 
mental health and development programme for the whole country. 


Weaving it together 


The complexity of the interlocking components of the model requires 
receptive and efficient management. Thus we place Our resources as 
close as possible to the field. It is part of BasicNeeds’ broader strategy 
to bring a decentralized and horizontal structure of work practice into 


our programme operations. 


The Management and Administration module is of great interest to our 
community-based partners because it offers training In project man- 
agement - including writing log frames, budgeting and finance, and 
reporting. Our partners use these measures for their development as 
well as to fulfil the needs of their agreement with BasicNeeds. 


Concerning 
concerns: 
consultation 
meeting, 
Damongo, 
northern 
Ghana 
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Proposing 
remedies: 
Review 2002 with 
Navajeevana 
team, BasicNeeds 
Office, Sri Lanka 


Integral to effective management is developing appropriate forms of 
evaluation. What counts as success? What are we looking for, and how 
do we know we have achieved that success? 


We have developed five basic change criteria to measure the overall 
impact as well as the extent to which the individual objectives of each 
programme have been met: | 


@ Impact on the lives of mentally ill women and men and their 
families 

@ Changes in policies, practices, ideas and beliefs 

Changes in gender balance/equity | 

@ Involvement of mentally ill people and their families in the 
project | 

@ Sustainability of change 


| continue to be impressed by the quality of the information that is 
gathered, which we use to make informed judgements about how we 
do what we do. | am moved by the willingness of people to make 
sacrifices to participate in shaping our collective work. To quote from 
the “life story” of Akkulappa: 


“When I arrived at Akkulappa’s house (to interview him for the 
case study) in the village of Rachapalli, he was cutting fire- 
wood. He looked happy and smiled at us as we approached. | 
apologized to him and his wife Rudramma for making them 
come back from the field, which meant they would lose the 50 
rupees they would have earned between them as coolies (daily 
labourers). But Rudramma immediately replied, “We can earn 
today’s 50 rupees tomorrow. You people coming from SACRED 
[our partner organization in Andhra Pradesh] and BasicNeeds is 


D.M.NAIDU 


worth more than 50 rupees. Because of your intervention, my 
husband is going to work again and re-earn respect among our 
family members and in the community. No one came to the 
house when he was having mental health problems, not even 
our neighbours. Through this experience | have learnt the im- 
portance of people and the time they spend with us. This is 
more important for me than earning 50 rupees.” 


The future 


| did not imagine when | had that first conversation with Chris in 1999 
that four years later BasicNeeds would be working in four countries with 
further possibilities emerging - or that we would have established and 
tested a model that works within rural areas and brings hope to the 
lives of so many. It is a model that has persuaded and encouraged - 
through demonstration - interest and engagement by a wide range of 
Partners all the way up to the national level of government. A striking 
achievement when you think that the staff of BasicNeeds as a whole is 
precisely nineteen and that all but three of those work in the field. 


The future holds exciting challenges to take the model and adapt it (or 
transform it) for application in other settings and, with increasing rel- 
evance, to assist those whose mental illness is brought on by their trau- 
matic response to conflict. As with any new organization, BasicNeeds is 
faced with a difficult balancing act between rapid and enthusiastic growth 
and the need to ground and stabilize our work in systemized policies and 


procedures. 


ioni idi d value of our work. 
There is, however, no questioning the validity an 
Mental illness has long been sidelined in the development agenda. What 


we want to do is change that. 


Work that works: 
Anil and Nicholas 
(Trustee 
BasicNeeds 

UK and author of 
this article) 
developing Sus- 
tainable Liveli- 
hoods Policy, 
Bangalore, India 
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India 


Programme Manager: D.M. Naidu 


Our work first began in India in 2000 and we have seen steady and 
continuous growth in the activities of the India programme. We started 
working with community-based organizations as partners and mentally 
ill people and their carers as primary stakeholders. Work in the South of 
India has grown beyond the primary circle of partners to a second sphere 
of organizations acting as partners. This is significant because we are 
now able to promote our work approach across a wider group of organi- 
zations managed by experienced and committed development workers. 


It has been a real learning process that has enabled the ongoing devel- 
opment and practice of the Community Mental Health and Development 
Model. We have also formed a partnership with a substantial organiza- 
tion in Bihar and Jarkhand in the north of India called Nav Bharat Jagriti 
Kendra (NBJK). This work is beginning to develop extremely fast, with 
a series of consultative meetings for mentally ill people and their fami- 


lies. 


In the most recent review of BasicNeeds India’s work held with our 
primary partner organizations, the major overall impact of our work 
was seen as the inclusion of mentally ill people in family and community 
activities; their involvement in making decisions about treatment and 
work opportunities; their increasing ability to access government pov- 
erty alleviation schemes; and their improved participation and visibility 


in social events. 


The total number of mentally ill people identified by BasicNeeds in our 
projects is around 1800. About eighty per cent of them have attended 
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Sharing concerns: 
Carers at consulta- 
tion meeting, 
Karnataka, 
southern India 


“When | joined | 
thought the community 
mental health 
programme was very 
small. But after work- 
ing with the people | 
realized that it is huge. 
It is like entering 
through the narrow end 
of a funnel and then it 
grows bigger and bigger 
and bigger.” 


- Yerisami, Mental Health 
Coordinator at SACRED 


- 
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Good news: consultations, sixty per cent of them are under treatment, and fifty- 
Tippana from three per cent are engaged in productive work. 

SACRED makes 
follow-up visit, 
Andhra Pradesh, 
India 


BasicNeeds India has facilitated local policy initiatives of its partners, 
supporting them to root their advocacy actions on evidence based on 
action research. For example, the medication taken by VR was ineffec- 
tual because the family was too poor to secure more than a meal a day. 
SACRED, one of the primary partners, provided evidence to the district 
officials in charge of the public distribution system, enabling the family to 
receive a free quota of food. VR now has food to eat before taking his 
medication - policy practice at a very micro, simple, but crucial level. 


“Chellamma had to be 
taken to the camp. 
They had no money 
for travel so | plucked 
some coconuts from 
the tree in my house, 
sold them, and used 
the money to take 
her.” 


ANIL PATIL 


Exploring 
realities: 
self help 
group 
meetings, 
Karnataka, 
Southern India 


This was Lakshmi 
Devamma’s spontaneous 
response to an immediate 
need. Lakshmi Devamma 
is a field worker for GASS 
(one of BasicNeeds’ 
partner organizations) 
and belongs to the same 
community she works in. 
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Sri Lanka 


Programme Manager: Chintha Munasinghe 


BasicNeeds Sri Lanka focuses on demonstrating that people with mental 
illnesses can actively participate in the development process. We do this 
through field interventions in partnership with people with mental ill- 
ness - not excluding other community members. 


The first field project.started in September 2002 in Angunukolapelessa 
which has the highest suicide rate in the Southern Province. The imple- 
menting partner is Navajeevana - a community-based organization (CBO) 
working with people with disabilities. The project adapted the BasicNeeds’ 
Community Mental Health and Development model to the rural Sri Lankan 
context (in a post-conflict situation). A unique feature here was that 
mentally ill people and community members volunteered to form a vil- 
lage development committee to help BasicNeeds and Navajeevana imple- 


ment the work. 


We have, at the outset, worked not only with community-based organi- 
zations but also with resource institutions in the development and men- 
tal health sectors to sensitize and capacitate them to form partnerships 
with mentally ill people. Media professionals have also come forward to 
help influence public opinion and government policy to facilitate com- 


munity mental health and social integration. 


Close working relationships have been formed with the government 
centrally and with professionals in the field. This has made it possible 
for us to work with appropriate officials in the policy context. An 
important outcome of this work has been the horticulture programme 
in government mental institutions which has already been designed and 


is due to be implemented soon. 
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Resource 
Mapping: 
Chintha 
consulting 
community 
members on 
livelihood 
options, Thalawa 
Temple, 

Sri Lanka 


“We saw people peering 
through windows. We 
noticed their surprised 
expressions. When we 
were walking through 
the village chatting 
away and chewing betel 
with Savudias they were 
totally taken aback. 
Savudias had not been 
out of his house for 
seven years.” 


P. M. Senaratne, BasicNeeds 
Associate for Southern 
Province Coordination, Sri 
Lanka 


Managing 
resources: 

village committee 
president at 
self-help group 
mobilization 
meeting, 

Thalawa Temple, 
Sri Lanka 


"! found a big 
difference between 
treating people in 
a hospital environ- 
ment and treating 
them within the 
community. It is 
much easier to 
convince patients 
to take treatment 
in a community 
environment - and 
their reactions to 
such suggestions 
are very calm - 
compared to a 
patient forcefully 
treated or forcibly 
admitted to a 
mental hospital. 
It’s the patient 
who makes the 
decisions in home 
consultations.” 


Dr. Neil Fernando, 
Consultant 
Psychiatrist, 

and former Director 

of Mental Health 

after visiting families 
of mentally ill people in 
Anuganukolapelessa 
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Learning the 
context: | 
Dr. Neil Fernando 
consulting project 
participants, 
Kariyamaditta, 
Sri Lanka 


Ghana 


Programme Manager: Lance Montia 


The first of our programmes in Africa in northern Ghana has been 
tremendously welcomed by local mentally ill people and their families 
and by officials at the regional level. In the first few months of the 
programme, 397 mentally ill people were identified and consulted, to- 
gether with 304 family carers. As a result of our work, the Ministry of 
Health has invited us to help develop a national policy to implement a 
community mental health programme. This is a very interesting and 
constructive way of combining our practice with policy. 


The field operations in the Tamale region have elements that serve to 
organize as well as influence the delivery of services to mentally ill 
people by the Ghana Health Services (GHS). The programme extends 
beyond treatment and care through a livelihood partnership and an 
advocacy partnership. Amasachina Self Help Association works with 


BasicNeeds on livelihood partnerships. 


The programme is now getting very well known locally as well as more 
nationally. Lance Montia, BasicNeeds’ Programme Manager, was fea- 
tured in three radio programmes with local stations - Radio Savannah 
and Radio Diamond. The BBC World Service also sent a reporter all the 
way to Tamale to meet BasicNeeds and several mentally ill participants. 
The resulting programme was aired in a series on mental health issues 
in Africa. Lance also took part in the continent-wide follow-up phone in 
programme. The BBC informed us that these programmes reached an 


audience of some 20 million people. 


Demonstrating 
need: 

large numbers 
of people as 
consulting 
meeting in 
Gusheigu, 
northern 
Ghana 


“What about the stigma, 
how are you going to get 
the public to accept 
them?” ABT asked. 
“Well,” | said, “we have 
started by talking to you 
and your listeners, it is 
about raising awareness, 
helping them to form 
groups and in time they 
will advocate for access 
to treatment. Through 
our partner 
organizations they will 
engage in meaningful 
economic activities, 
which in time will help 
the public view them in 
a different light.” 


Lance Montia, BasicNeeds 
Ghana’s Programme Manager 
being interviewed by Savannah 
Radio’s 

A.B.T. Zakariah 


Making news: 
home visit by 
Lance, Awulatu 
and BBC 
correspondent, 
Nyong Dooni, 
northern 
Ghana 


“Clinical support to 
BasicNeeds for the first 
quarter has been very 
fulfilling. More cases 
were reported. This 
may be due to better 
organization and also 
the community begin- 
ning to feel the pres- 
ence of such a facility.” 


Dr. J. B. Asare, 
Director of Mental Health 
and Consultant Psychiatrist 


Raising issues: 
consulting 
NGOs and 
traditional 
healers, 
Tamale, 
northern 
Ghana 
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“We travelled 125km to 
Laribanga in the West 
Gonja district - a total 
of 14 beneficiaries 
were examined under a 
mango tree. On arrival 
we stopped at the 
market square to locate 
our contact person. We 
were immediately taken 
to see a mentally ill 
person who was sitting 
in one corner of the 
market. He had iron 
shackles on his feet 


and hands, he was 


dressed in rags and 
holding on to his bottle 
of water. 


Inquiring why he had 
the shackles on, his 
brother was summoned 
to answer. He said “I 
can not let him get lost 
as he runs away from 
the village. He has 
ended up in Accra. 
Earlier he has been 
very violent towards 
people. | cannot afford 
to pay for any damages 
he may cause to oth- 
ers.” To this was an 
agreement from the 
people who had gath- 
ered round.” 


ommunity Mental Health 
Outreach Clinic Report 
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Tanzania Taking on ee 


Mary Anne 


Representative for East Africa: Mary Ann Coates pa 


—— programme, 
Work planned for Tanzania is now at an advanced stage and will be Dar-Es-Salaam, 


implemented later in 2003. The work consists of a mental health and Tanzania 
development programme and a training programme for workers in the 

primary health sector. Both programmes focus on the region of Mtwara 

to the south of the country. (Meanwhile, consultative work is ongoing in 

Uganda assessing needs and requirements both of the mental health 
professionals and mentally ill people. ) 
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Things to do: 
health workers 
prioritize tasks, 
Mtwara, 
Tanzania 


Hands on data: 
Shoba at a 
partners’ workshop 
on field 
information and 
documentation, 
Jharkhand, 
northern India 


The Policy and Research Programme 


Programme Manager: Shoba Raja 


We capacitate mentally ill people to develop their own perceptions about 
their situation and needs, and to articulate these coherently. In the 
process, we also generate new information, insights and learning rooted 
in the realities confronting mentally ill people, and carrying the 
authenticity of their ‘voices’. It is this rich harvest of ‘evidence’ that is 
at the core of our international Policy and Research Programme. This 
emerging programme seeks to pull together all experiences, voices and 
information from across all the field programmes of BasicNeeds in India, 
Sri Lanka, Ghana and Tanzania, to bring cohesiveness to all that we do, 
learn, and say. 


We, at BasicNeeds, see the emerging Policy and Research Programme 
as a wide canvas that: 
e Captures the “voices”, “images”, and “experiences” of mentally 
iil people across BasicNeeds’ programmes in Asia and Africa 
@ Creates space for enquiry - into existing Policy and Practice of 
mental health care 
e Uses technology to compile, analyse, process and disseminate 
the information and knowledge gained 
@ Blends resource with strategy to influence public, government, 


and policy opinion in favour of mentally ill people and their 
families 


BasicNeeds has produced its own e-journal covering the field of 
mental health and development. Why not have a look at it? 
Please enter into your web browser the following: 


Www. mentalhealthanddevelopment.org 


PETER MACFADYEN 


Project Management System 


Working through the facility of an intranet Dharshini Indrasoma runs an 
efficient and effective Project Management System from the BasicNeeds 
office in Sri Lanka. Our partners, staff and funders all have needs served 
by this system. It is a remarkable achievement for so young an organi- 
Zation to have a relatively sophisticated system of tracking - permitting 
control and management of all resources. 


The Project Management System has been designed as a tool mainly to 
enable effective monitoring and managing of 
@ Our accounts with Funders, Trustees, external parties 
@ Our individual projects 
@ The data and information generated through our work 
@ Our individual Country Programmes and BasicNeeds’ work 
overall as an organization 


To this end the Project Management System is being implemented through 
an information system set up on an Intranet and through a regular pro- 
cess of updating, tracking and progress chasing of main organizational 
and project events and reporting to ensure that outputs and commit- 


ments are achieved in a timely manner. 


The Project Management System consists of information in the form of 
reports and other documentation relating to our projects; data from the 
field; and other internal reports of the organization. This facility allows 
our staff, associates, and trustees to share, learn and understand our 
work across each BasicNeeds country programme and the organization 


as a whole. 


Getting 
organized: 
Senior staff 
working with 
founding Director 
Chris Underhill 
(left) on systems 
development, 
Bangalore, India 


Life Stories 


CHRIS UNDERHILL 


nay important aspect of BasicNeeds’ work is to enquire into new 
ideas, new ways of thinking, and understand about mentally ill people 
and issues concerning them. We believe that such understanding can be 
enhanced through the re-construction of significant events in their lives 
through narratives by mentally ill people or their family members in the 
familiar setting of their own homes or villages. All country programmes 
of BasicNeeds have written up these narrations in the form of Life 
Stories after getting the consent of the mentally ill person or a close 
family member. The first of such Life Stories was constructed in a small 
village in rural India on 20" January 2001. 


These Life Stories often carry personal meaning and definitions of life 
situations, giving ‘voice’ to mentally ill people and their carers who are 
among the most oppressed and excluded groups of people in society. 
The technique is a wonderful way of encouraging people to trace the 
evolution of their experience. Life stories bring out people’s own 
perceptions. Several of the stories illustrate the tremendous change 
that has become possible in people’s lives through the BasicNeeds 
programmes. But not all stories have happy endings. This is because the 
issues that confront the people and families we work with are 
fundamental to their survival and existence in communities. The life 
stories raise fundamental questions about the human rights of mentally 


ill people. 


A lost childhood: 
Rupa Kumari, 12, 
carer of her 
mentally ill mother 
and little sister 
and brother, tells 
her story, 
Jharkhand, 
northern India 
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extracts from tite Storves 


INASAH SEIDU, Ghana 

written by Awulatu wusan 
Inusah Seta ts aw articulate, multiskilled 23-year ola 
young man who lives nw Cha Wall, a suburb of Tamale. 
But there was atime not so Long ago when he could wot 
tall. He woula become volatile, occastonally violent. He 


became very UL and very thin because he coula wot eat. 
He hallucinated, mostly tn the form of voices giving 
him conflicting orders. His trlenas stopped coming to 
see him. His parents refused to let him go out ana he 


felt tsolated and alone. He was Alagnosed with Schizo 
Affective Disorder. 


‘One day | could not work bechusé of a pain tn mY 


is that | became Very me for avery long time ana Grew 
Ver] thin because | could not eat. | could héar Volces 


sometimes giving meé orders not to tatk or cat aud 
sometimes even to strip naked. All my friends stopped 
coming to see me and the most painful part was that | 


became tsolated since Ueay| parents Would uot Gllow me 


put ana most of the family members did not want to 
come tn contact with mé.” 


‘BasteNeeas has transformed my life completel _ For 
the first time | had the opportunity to ste a psychtatric 
aoctor and get Arugs which do uot make me sick like 
thé other arugs. Also | am able to talk. | am following 
thé advice you gave me that only | can help myself get 
well Which, by the grace of God. | am working hard to 
achtéve. | Am @ very capable person who has struggled 


throughout my life. (grew up with work so! am used to 


suffering Gna now | cant bear to sit without AOLNG 


anything, so lane glad to work now. tf 1 tell you what 
MY CAPAOLLItLES AYE, You would marvel... | could make 
shoes, operate grinding mills, be a blacksmith, a 


goltasmith do gas welding, carpentry, masonry, 


building and construction work, gardening...” 


AKKULAPPA, Inalia 
written by Antl Patil 
ARRuLappa fixed upon a place in front of his house - 


where he used to sit and sleep. He rarely moved trom 


this spot and never came into the house, neither when 
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Lt was ralning and cold, wor in the hottest pertoa of Hidden resources: 


SuUMMerL. Spontaneous 
portrayal of a life 
2 story by school 
Rudramma his wife: children, 


Kariyamaditta, 


VT never gave up hope aud always Rkuew that m 
Sri Lanka 


husband would return to normal. Everyone else thought 
that hé was useless, a4 burden to our family and a waste 


of time ana Monel. THEY thought | was stupta to spend 
MONEY OV trying to find treatment for him. But now, 


With help from SACRED and Basienecds, evertjone can 
séé thé changes tn him. Now hé talks to evertjone ana 
asks them about thetr health and their work. He never 
stts quietly now and wants to go to work every aay. 
Everyone tn the village sees how welt hé ts now and all 
of the landowners are happy to give him work ~ earlier 
thelf never used to trust him. ” 


Now AleRulappa has sta rteol supporting other people with 
mental health problems and talring about his expertences. 


He visits Kanthamma’s husbana copallappa and 
enquires whether he vs taking his tablets regularly. He 


also eUCOUYAGES him to attend the camps in Gowrtbtdnuy 
each month: “LooR at how | was before and how | aw 
now!” Sujatha, the village animator, relates how 
rae had attended the O} VOUp meett NO along vith 

is Wife, ANA how the two of them shared thet r expel riences 
ah the people who haa gathered. 
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AKUMARI AND ASHTAMI, Hazartoag, 
he meet ae ME; 
written bys Shobva Raa 
Ashtaml told me she has three Wa or WOYYLeS - she has 
no house, wo tncome and has to bring up her four 
childven. What she does not seem to worry allout, however, 
is herself and her illness. Ashtaml was tw hospital 


vecentlu, for over two months, for a severe episode o 
mental illness. 


V/idowed about vine months back, Ashtamt, only 
twentl4-elo\ ht Years old, has stualtead up to sta yvoaro four. 


Shewas married ata very early age and her first chtla, 
Rupa Kuma rl, LS twelve. 


Rupa tola me that after thetr father’s death, whew her 
mother became tll, all of them went to stay at their 
grandparents’ house which ts far away tw Purulta 
district of the netahbourtna West Benaal state. While 
they were there, her mother took medicines for tllLness. 
But when she Atal wot improve their grandfather brought 
them back to Chandwar. tt was thew that her uncle, 
Ramuath, along with some other villagers, took her 
mother to the psychiatric hospital tn Ranchi. She was 
admitted there anol was under treatment there for nen (Ly 


two and a hal+ months. 


Rupa’s responscboilittes ALA wot change much atter her 
maother’s conatttow Luproved. She described her routine 


to we - she wakes up at five tw the wmormina, washes 
dishes Lett over from the previous wiaht, brooms the place 


and then goes to the common tap to fetch water. After 
that Ashtamt or sometimes she cooks. Rupa also helps 
Rum and Vivek get reAy for school before going to 
school herself with Neelam. “ When Amma was in 
hospital | woke Up on MY OWN. Now she wakes me up.” 


A small concesstow to her childhood. 


EKANAYAKE PREMADASA, Sri Lanka he 
written by Thiltna Surath de Mel | 


Six wonths ago the only thing the family members 


wanted was to send him to a mental hospital. They kept 


AMLULY was not satistied with the Aecislow. Thev wanted 
to get rial of him. 


When BasicNeeds came to know that Premadasa wac 


EXPEMLENCLG schizophrenia, the wext challenge arose. 


Woula he take the medicine? Everyone thought he wow’t 


take it, but everubodu was wrona. 
Premadasa has wow come to a point where he caw 


concentrate on some More work. This chanae has reall 


happened because of the BasicNeeds field workers. They 


Visit h tm fortwtahtlu. tf uou vistt him toda ou WLLL 


see a changed man, who ts wo longer a Aanaer to Soclety. 
People who walked very fast past his house now do wot 


Be SACL ee Se 


PODIHAMI (Savudtas’s wother), Sri Lanka 


i, / 
was AL WALIS worrtead About Wy Sov. | WAS WOUAEKLUG 


what would happen to him after my acath. Now | kvow 
that he has you. Thatis a great relief for anola woman 


KG KARUNASENA Sit Lanka 

“sometimes | felt like attempting sutciae. | / felt there 

was no meaning for life. And | have had enough of tt. 

But | never aid it. when | thought of tt | remembered 
my (Amy gua stopped myself. My whole boa WAS 

like. tide up with @ rope. Until Lout aoctor [Pr. Netl 

Fernando] came (was tn a terrible situation. Now (am 


lot better.” _ Peete. care) are fe 


Sharing lessons: 
Lance and Naidu 
talking toa 
project 
participant at his 
home, 
Debokkawa, 

Sri Lanka 
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Chris Underhill 
Founding Director 
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[eeetng at the year 2002 we can report a real growth in the Trust’s 
activities (from £229K in 2001 to £559K in 2002) as the BasicNeeds 
model for mental health and development is put into practice. The 
funds to start BasicNeeds have been contributed by World in Need (WIN) 
and the Joel Joffe Charitable Trust. This has permitted the organization 
to develop its overall policy and strategy, for a sister Trust to be registered 
in India, and for most of the pilot work to be done as described in this 
review. As a result of this original investment, we have been able to go 
to other funders to invite them to support us. Recently Joel Joffe wrote 
to me: 
“lam greatly impressed with what BasicNeeds has achieved in an 
incredibly difficult field. You have every reason to be proud of its 
achievements where you have brought together your vast experience 
of the needs of the developing world and in particular of disabled 
people to tackle a field which few, if any, other organizations have 
been prepared to attempt.” 


The generosity of the WIN Trustees and the support of Joel Joffe have 
given us a tremendous boost in practical and moral terms. In very much 
the same way the organization was delighted to receive Project-based 
funding for our work in northern Ghana from Comic Relief. In starting 
up an organization it means a tremendous amount when you branch out 
from your core funding to the first major contributions towards achieving 


Our goals. 


The PPP Foundation has very generously supported our work in northern 
India providing much needed resources to our major partner there known 


as NBJK or Nav Bharat Jagriti Kendra. 


A remarkable group of special supporters have come on board to give 
aid and encouragement to the organization, recognizing that we are 
attempting something unusual and different in the field of development 


Confirming 
participation: 
~ community 


members pledge 
their contribution, 
Thalawa Temple, 
Sri Lanka 
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Supporting 
change: 

Nick Hewson 
with Naidu at 
the SACRED 
office, Andhra 
Pradesh, India 


and aid more generally. David Gunaratnam has kindly supported our 
work in Sri Lanka, allowing our Programme Manager, Chintha Munasinghe, 
enough time to develop a significant programme of activity that will be 
funded by DFID’s Civil Society Challenge Fund. 


The relationship between a special supporter, the piloting of an idea, 
and the agreement to fund over a longer period by a major institutional 
funder is very important to an organization like BasicNeeds. Chris Mathias 
is essentially doing the same thing for us for a very substantial piece of 
work in southern India. Here the BasicNeeds India Trust, led by D.M. 
Naidu, and chaired by Valli Seshan, is setting out to build an alliance of 
major organizations. These organizations, already well established in 
the field of development and community-based rehabilitation, have the 
potential of reaching a very substantial number of mentally ill people. 
They have already begun the process and at one particular local meeting 
came across no fewer than fifteen child carers looking after their adult 
parents. Special supporters are just that - special, and recently Chris 
Mathias wrote to Naidu: “/t is our pleasure and honour to be able to 
help you and Chris in the work.” 


Nick Hewson, again a generous supporter of BasicNeeds, has chosen to 
identify strongly with the advocacy efforts of BasicNeeds and has 
supported partner organizations in making impressive and attractive 
community presentations in remote and rural areas. Others again, like 
Pas Ruggiero, have given of their resources and time to ensure that we 
are effective as an organization and that particular aspects of the 
work, for example our sustainable livelihoods programme, gets the 
support and encouragement that it deserves. 


We are sustained by the resources that come from special supporters 
but also from their affection and belief in the work we do and this in 
turn allows us to work with larger foundations and institutional donors. 


WWW . TEAMTONIC .CO.UK 


COURTESY 
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In most of the countries that we work in, one of our most valued 
partners is the government itself and here we can support more 
substantial applications to the bilateral and multilateral players in the 
provision of health and policy at a practical level. Our in-country 
programming is reinforced by our policy and research programme, which 
draws up the lessons learned in our practice and places them at the 
disposal of leaders, decision makers and the gatekeepers to enable 
policy change. None of this will be possible or even imaginable without 
the regular support of our funders. 


Should you wish to support BasicNeeds do please write to Chris 
Underhill at the address below or email: 


If you would like to see the current copy of the audited accounts 
or its summary do please write to 

Jane Cox, Finance Manager, 

email: jane.coxé 
address: 158A Parade, Leamington Spa, Warwickshire. CV32 4AE, 
UK. 


Why not support BasicNeeds? 


We are delighted by the increasing number of individuals who 
make regular donations to us. In order to keep in touch they 
receive our newsletter “Listen” and donate on a regular basis. 
If you would like to receive “Listen” please contact Jane Cox 


and she will arrange to put you on the mailing list: 


iane.cox@basicneed 


158A Parade, Leamington Spa, Warwickshire. CV32 4AE, UK. 


Gaining 
momentum: 

Nick Hewson, a 
well-known sailor, 
proudly displays 
our logo as he 
wins race after 
race! 
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The beginning of 
srowth: 


~ Amelia, Valli and 


Chris with the chief 
guest, Bishop of 
Birmingham, at the 
BasicNeeds official 
launch, September 
28, 2001, UK 


Trustees 


Amelia Fitzalan Howard 
Chair 


Nick Wright 
Treasurer 


Canon Jonathan Draper 
Nicholas Colloff 

Bina Rani 

Michael Robson 

Phil Smith 

Glynis Rankin 

Prof. lan Robbins 


BasicNeeds India Trustees 


Valli Seshan 
Chair 


NS Hema 
Treasurer 


Sanghamitra lyengar 
Dr. Mani Kalliath 


D M Naidu 
Secretary 


BasicNeeds UK Reg. Charity No: 1079599 
BasicNeeds India Trust Registration No: 642 
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BasicNeeds Staff 


UK 
Chris Underhill 


Jane Cox 
Su Hollington 


India 
D M Naidu 


Shoba Raja 

Dr. Anil Patil 

Dr. N. Janardhana 
Firdaus Easa 


Sri Lanka 


Chintha Munasinghe 


Vanee Surendranathan 


Dharshini Indrasoma 


Ghana 
Lance Montia 


Matthew Pipio 
Awulatu Inusah 


Ahmed Abukari 


Associates 

Sian Edwards 
Winifred Dalby 
Peter Macfadyen 
Mary Ann Coates 
P. M. Senaratne 
Lakshmi Mohan 


Volunteer Associates 


Geoff Duncan 


Founding Director 
chris.underhill@basicneeds.org.uk 


Finance Manager 
jane.cox@basicneeds. org.uk 


Secretary 
su.holli ngton@basicneeds. org.uk 


Programme Manager 
naidu@basicneedsindia.org 


Policy & Research Programme Manager 
shoba@basicneedsindia. org 


Programme Officer - Sustainable Livelihoods 
anil@basicneedsindia. org 


Programme Officer - Community Mental Health 
janardhan@basicneedsindia. ors 


Administrator 
firdaus@bascineedsindia.org 


Programme Manager 
chintha@basicneeds-srilanka.org 


Administrator 
vanee@basicneeds-srilanka.org 


Project Management System Manager 
dharshi@basicneeds-srilanka.org 


Programme Manager 
basicneedsgh@africaonline.com.gh 


Administrator 
matthewbngh@yahoo.com 


Livelihood Systems Officer, Development Worker 
awulabngh@yahoo.com 


Driver 


Institutional fundraising 

Faith-based fundraising / Editor, “Listen” 
Resource development and facilitation 
Representative for East Africa 

Southern Province Coordinator, Sri Lanka 
Life story writer, India 


Communicator / Writer, “Listen” 
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BasicNeeds Offices 


BasicNeeds UK Trust 
158A Parade 
Leamington Spa 
Warwickshire 

CV32 4AE 

UK 

Tel: 

+ 44 1926 330101 
Fax: 

+ 44 1926 420012 
Email: 
basicneeds@basicneeds.org.uk 


BasicNeeds India Trust 
114, 4th Cross, OMBR Layout 
Banasawadi 

Bangalore 560 043 

India 

Tel: 

+ 91 80 5459235 

Tel/Fax: 

+ 91 80 5450562 

Email: 
naidu@basicneedsindia.org 


BasicNeeds Sri Lanka 

22A St. Joseph’s Road 

Nugegoda 10250 

Sri Lanka 

Tel: 

+94 1 2810588 

Fax: 

+94 1 2890136 

Email: 
chintha@basicneeds-srilanka. org 


BasicNeeds Ghana 

House J6, 

Kalpohin Estates 

Tamale 

Ghana 

Tel: 

+23 371 24245 

Email: 
basicneedsgh@africaonline.com.gh 
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